Proceedings of the Royal Society of Medicine 74 has never talked. For the last two months he has become restless and limp, and has made repeated grunting noises. He is difficult to feed and spits food out.
On examination.-Physically not under-developed. Weight 25 lb. Head circumference 18-5 in. (normal 18.7). Very restless; repeatedly rolling his eyes and making a low growling noise in his throat. Has a hoarse cry and a strong kick.
Central nervous system: Legs and arms show slight rigidity, most marked in adductors of the thighs. Periodic athetotic movements of hands. No true muscular weakness, but lack of balance (co-ordination) resulting in failure to maintain the sitting posture; squint, but no nystagmus; reflexes normal.
Chest: Lower costal margins splayed outwards. Abdomen: Liver not enlarged; spleen not palpable. Heart: Normal. No anaemia. Tops of teeth broken off.
Investigations. -Blood-Wassermann reaction, in mother and child, negative. X-ray of skull normal.
Comment.-The fact that a similar case was shown at the January meeting 1 by Dr. Lightwood and Dr. Colver impresses on us the frequency with which neonatal jaundice is followed by cerebral symptoms usually of the extrapyramidal type.
Klingman and Carlson find that 7 % of children mentally affected give a history of jaundice and they suggest that there is first an injury to the ganglion cells in the brain followed by increased permeability or impregnation with bile. Zimmerman and Yannet found the chief zone of degeneration to be in the caudate nucleus, putamen, cornua ammonis and substantia nigra, a similar localization to that for the bile staining in kernicterus; they suggest either infective trauma, or cerebral cellular maldevelopment, primarily, as the aetiology. If this is the case then the damage is present before the onset of the jaundice, which merely picks out the damaged cells, and the question will arise as to whether it is justifiable to treat cases of neonatal jaundice energetically, merely to save the life of a mentally defective child. Dr. HELEN MACKAY said she hoped that, in spite of the pessimistic outlook of Dr. Field and Dr. Lightwood, in the present state of knowledge, attempts to save the lives of infants suffering from icterus gravis neonatorum would not be discouraged. There appeared to be little information extant as to the proportion of cases in which, after surviving the jaundice, the infants showed nervous sequele. Certainly, even in infants who were desperately ill, complete recovery might occur, and she believed that in the less severe cases the ultimate outlook was good.
Microcytic Anaemia Resistant to Iron.-ELI DAVIS, M.D. (introduced by A. MONCRIEFF, M.D.). P. J. M., a boy aged 5 years and 1 month, admitted to St. Stephen's L.C.C. Hospital, 25.8.37, with a history of pale and offensive stools for the past fourteen days, and crops of septic areas over the arms and legs for three weeks.
Previous history.-" Rash ", involving arms and legs, when 10 days old, lasting three weeks; acute poliomyelitis at 15 months; measles at 3 years; whoopingcough at 4 years.
On examination.-A pale child of good build. Pale mucous membranes; unduly prominent abdomen. Spleen enlarged to one fingerbreadth below costal margin; liver palpable at similar level. Arms and legs showed scattered pink areas, raised and flat, 1 cm. in diameter, and the scars of older lesions. Stools appeared to be normal. Blood-count: R.B.C. 4,850,000; Hb. 52%; C.I. 0 54; W.B.C. 10,000. Differential: Polys. 53%; eosinos. 6-5%; basos. 1.5%; lymphos. 32.5%; monos. 6.5%. The child was given iron (ferri et ammon. cit. 35 gr. per day, followed by ferrous chloride 9 gr. per day, and then by ferrous sulphate 12 gr. per day), yet despite an adequate diet containing much vitamin B, and a course of anahaxmin later, there was no improvement with regard to the anaemia after twelve wNeeks' treatment Mwith iron.
The child -as afebrile. Blood-fragility and serum bilirubin normal; reticulocytes less thaii 10
Results of fecal-fat analysis and investigation of blood-calcium were normal. Mantoux reaction negative. Colon, long bones, and wrists, showAed no abnormalities on radiological examination.
2.11.37 Blood-Wassermann and Kahn reactions strongly positive; result confirmed on repetition. 24.11.37: Iron stopped and antisyphilitic treatment begun by Mr. Nicol, but after six wi-eeks-during which novostab 1-4 grm. and chlorostab, 0-8 grm. had been given-the anaemia had not diminished. From 9.1.38 iron (ferri et ammon. cit. 45 gr. per day) was given in addition to antisyphilitic therapy, but by 1.3.38, twenty-seven weeks after admission, there was still no improvement.
Blood-counts throughout showed persistent eosinophilia, the maximum being 120% of 13,800 white cells. No ova or parasites were seen on examination of the stools. 21.1.38: The child became febrile and suffered from headache, vomiting, and diarrhoea (twenty-one motions in forty-eight hours). The stools showed a variety of colours green, silver, grey, and yellow. The spleen was enlarged and palpable three fingerbreadths below the costal margin. Improvement set in four days afterwards, but another bout of diarrhcea occurred on 31.1.38 lasting three day. From 10.2.38 the spleen was reduced in size, and on 17.2.38 could not be felt; it was again palpable on 3.3.38.
Examination offamily.-Patient's father and mother, a brother aged 8 years, andl a sister aged 1 year and 11 months, gave negative syphilitic blood reactions. The mother had had no miscarriages. Both mother and sister had concomitant squints of the right eye. The father had medium tremors of tongue and arms, of longstanding, -which he dated from chorea in childhood. No other clinical abnormalities were found in the family.
Dr. LIGHTWOOD said he thought that the anvemia imiight be caused by the congenital syphilis, and it was to be noted that after a course of antisyphilitic treatment and a further course of iron, improvement had begun. Nevertheless, there was still the possibility that hepato-lienal fibrosis was developing in the syphilitic liver and spleen, and in this event splenectomy might be indicated later. At present the antisyphilitic and iron treatment should be continued, and the focus of sepsis in the throat should receive attention. Past history. The abnormal physical features described Mwere present at birth and have not changed. During the first fe-w months of life there was an extensive impetiginious lesion of the scalp.
Epidermolysis
On exam ination.-Hanis and feet: The entire fingers and a considerable area of the hands are red. The confluent red area has a sharp margin and contrasts markedl with the normal skin. The feet are similarly affected. The colour is due to dilatation of the skin vessels, and is obliterated by pressure. The red areas are warmer than the unaffected skin. There is frequent blistering of the reddened skin;
